the nature of surgery demands lateral positioning of patient and ETT is the only safe option of maintain the airway. The tracheal intubation may be successful in grade 1 and 2 SGS; however, in grade 3 and 4, it can be difficult even with smallest available ETT as in our case. The neonatal fibreoptic bronchoscope was not available in our hospital; it can be useful in such cases as apart from airway management, it aids in confirmation of diagnosis. Successful intubation with ETT made from feeding tube of 6 Fr size has been reported for a TOF repair. [2] However, we find the material of feeding tube to be soft and pliable compared to standard ETT and has a risk of dislodgement and occlusion of the lumen of the tube during surgery. Another proposed option for airway management in SGS is to dilate the stenotic segment with Fogarty catheter and then pass ETT. The feasibility of this intervention in emergency cases is doubtful as SGS otherwise requires multiple sessions of dilatation for success. Keeping the tip of ETT above the stenosis in a neonate of SGS, presenting for an abdominal surgery has been reported. [3] However, intra-operatively, the tube was dislodged, re-intubation attempts were unsuccessful and patient developed cardiac arrest. Laryngeal mask airway may not be feasible for major abdominal or thoracic surgeries as in our case.
Tracheostomy performed after failure of intubation is reported during TOF/OA with SGS management. [4, 5] Postoperatively, the babies responded well to dilatation of stenosis at 15 months of age. Although tracheostomy in neonates is not desirable, it is the only safe option available for SGS after failure to pass smallest ETT to trachea. Other adventurous plans of keeping tube above stenosis or using sheath of IV cannula or feeding tube has a risk of dislodgement with disastrous consequences and should be used only if an emergency condition arises.
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Videolaryngoscopy using an Android smartphone: A direct digital technique
Sir, Direct laryngoscopy has been the standard of care in securing the airway, in both routine and emergent cases. Videolaryngoscopy, introduced about a decade earlier aims to overcome the limitations of direct laryngoscopy. Some of the disadvantages of direct laryngoscopy include the need for an optimal line of sight for glottic visualisation, greater cervical spine movement during laryngoscopy, a lack of visual feedback for other healthcare providers during resuscitation and for novices undergoing training in laryngoscopy, and lack of image archiving capability. [1, 2] Despite the advantages, the high initial cost of investment remains a deterrent for the widespread adoption of videolaryngoscopy over direct laryngoscopy. [3] Videolaryngoscopy may be done inexpensively. The use of complementary metal oxide semiconductor sensors attached to the blade of a conventional Macintosh laryngoscope should suffice. The authors, in an earlier study, demonstrated the use of a low cost universal serial bus (USB) endoscope camera assembled on a Macintosh laryngoscope, to perform videolaryngoscopy. [4] The device used the video processing capabilities of a personal computer to display real time video. The evolution of this technique could then be to utilise the high quality display and graphical processing present in the ubiquitous smartphone, keeping the initial and recurring costs of the technique low.
For technical reasons, the use of smartphones for displaying the video stream from an USB endoscope camera is not simple. We chose the Android smartphone operating system (OS) V3.1 or higher (checked using "about device" menu of the OS), that supports the USB on-the-go (OTG) host function. This feature allows direct interfacing of the USB camera with the mobile device using an USB OTG cable. Apple OS devices do not support a similar capability due to restrictions in its use of its host-capable USB port. Initial attempts at obtaining a video stream were unsuccessful, due to lack of inbuilt USB video class drivers in the Android OS kernel of several mobile devices. We attempted to recreate this functionality with open source custom software that processes the USB video stream directly in Google Nexus 2012 Android mobile device. [5] However, a high quality video recording was obtained in most of the mobile devices that we tested, by using "CameraFi" (Vault Micro Inc., Seoul, Korea) app freely downloaded from the online Google Play Store at https://play.google.com/store/apps/details?id=com. vaultmicro.CameraFi.
The USB endoscope camera was disinfected prior to use, assembled and upright orientation done as described in our earlier study. [4] The USB camera was fixed about 40 mm from the tip of a Macintosh blade (size 3 or 4) using clean adhesive tape (Durapore, 3M Inc., USA). The application supported capture of high quality images as well as real time video capture [ Figure 1 ]. The camera required minimal electrical power supplied through the USB port of the mobile device. The electrical safety of the camera was ensured due its completely insulated, waterproof casing. We had successfully tested this assembly for videolaryngoscopy in an adult mannequin. The mouth opening required by the USB camera-blade assembly was the same as that for a conventional Macintosh blade.
This technique used readily available components with minor modification of a conventional laryngoscope. The technique involves direct digital transmission of the image to a smartphone through its USB port, without the use of cumbersome, optical-based smartphone adapters such as the Airtraq Universal Phone adapter (Prodol Meditec S.A, Vizcaya, Spain) that may affect image quality. Newer USB endoscope cameras of 5.5 mm diameter, 2 m cable length are available from online retailers, which are inexpensive, costing <10$, for example, at http://www.tomtop.com/ product?q=endoscope+borescope. Future efforts would involve developing medical grade, 3D-printed laryngoscope conduits that encase the USB camera, conforming to all regulatory standards.
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Sir,
Spinal anaesthesia mandates adherence to strict asepsis to prevent potentially dreaded complications such as meningitis. Ampoule impurities can be a potential cause of breach in asepsis. Here, we report an incidence of macroscopic ampoule impurity while loading the local anaesthetic for subarachnoid block.
Local anaesthetics used for spinal anaesthesia are usually available in a single use glass ampoule. Few properties that are responsible for its wide use are excellent chemical resistance, impermeability and ability to tolerate sterilisation process. Problems encountered due to the use of glass ampoules are micro particles contamination and occupational risk due to percutaneous injuries while trying to break open the ampoule. To prevent percutaneous injury, mechanisms such as one point cut (OPC) and 'rupture disk' have been developed. In the OPC system, a small incision is made in the neck or strangulation point of the ampoule, between the head of the ampoule and the body. A small dot placed a few millimetres above the incision indicates the correct orientation for snapping the ampoule open. [1] In the 'rupture disk' system, an area of fragility is caused at the strangulation point using a temper process that partially penetrates the glass causing an area of fragility or weak point. A band is then painted at the strangulation point, indicating its point of weakness [1] [ Figure 1a ].
In our case, a fragment of paint from the band accidentally fell into the local anaesthetic solution, while trying to break open the ampoule [ Figure 1b ]. As the impurity was detected before loading the local anaesthetic solution, the ampoule was discarded and a fresh ampoule was used.
Contamination of ampoule with micro particles has been a constant concern among the healthcare providers and has been reported for a long time. [2] In the incident that 
